ABSTRACT: This paper reports on a 2004 survey of primary care experiences among adults in Australia, Canada, New Zealand, the United Kingdom, and the United States. The survey finds shortfalls in delivery of safe, effective, timely, or patient-centered care, with variations among countries. Delays in lab test results and test errors raise safety concerns. Failures to communicate, to engage patients, or to promote health are widespread. Aside from clinical preventive care, the United States performs poorly on most care dimensions in the study, with notable cost-related access concerns and short-term physician relationships. Contrasts across countries point to the potential to improve performance and to learn from international initiatives. P r i m a ry c a r e s tan d s at t h e c e n t e r of medical care systems. Key functions include providing an entry point, delivering core medical and preventive care, and helping patients coordinate and integrate care.
tries and plus or minus two percentage points for country averages at the 95 percent confidence level. Poststratification weights were applied in each country to adjust for variations between the sample demographics and known population parameters. Analysis compared responses between or within countries using ttests and chi-square tests. Text and exhibits indicate where differences were significant at the .05 level. The exhibits compare each country, indicating where country pairs differ significantly. 9 
Survey Findings
n Views of the health system. The survey asked about system views, confidence, and general cost experiences. Based on a question also asked in 1998 and 2001, the United States stands out as the most negative in overall public views and the United Kingdom as the most positive, repeating a pattern observed across the six years. One-third of U.S. adults called for rebuilding in 2004, with public discontent up since 2001, returning to 1998 levels (Exhibit 1). In contrast, U.K. system views have improved since 2001. In New Zealand and Canada, views have grown more positive across the six-year period, with a marked decline in the vote to rebuild. Australia has fluctuated over time. Yet in all of the countries, majorities continue to call for major reforms. Moreover, in all five countries, only a minority of adults are "very confident" that they will get high-quality, safe medical care when needed.
When respondents were asked about total out-of-pocket costs during the past year, wide differences emerged. The United States stands out for the greatest exposure to costs, and the United Kingdom for the least. More than one-quarter of U.S. adults (both insured and uninsured) spent more than $1,000 out of pocket on health care in the past year, far exceeding expense burdens in the other countries. Reflecting national insurance designs that include patient cost sharing or benefit gaps, adults in Australia, Canada, and New Zealand were more exposed to costs than their U.K. counterparts but less so than U.S. adults.
n Access. Having a usual doctor or place for care with a relationship over time provides a critical foundation for primary care. The vast majority of adults in all five countries reported having either a regular doctor or place of care, such as a clinic, health center, or group practice (Exhibit 2). The United States was notable, with about one in ten adults having no usual person or place and nearly one in five, no usual doctor. Except in the United States, these relationships tended to be longterm. Nearly two thirds of U.K. adults had been with the same doctor or place of care for more than five years, as had the majority of adults in Australia, Canada, and New Zealand. In contrast, only 37 percent of U.S. adults had such long-term relationships.
To explore accessibility to patients, the survey asked about timeliness, twentyfour-hour availability, and financial access. Reports revealed striking betweencountry differences. The majority of adults in New Zealand and Australia said that they received appointments the same day the last time they were sick and needed medical attention. In contrast, only one-third or less of Canadian or U.S. adults re-P r i m a r y C a r e
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W 4 -4 8 9 ported such rapid access. Canadian and U.S. adults also reported long waits, with 20-25 percent waiting at least six days to get an appointment when sick, a waiting time rare in Australia or New Zealand. Difficulty in getting care nights, weekends, or holidays was of significant concern in all five countries. Although problems were most widespread in the United States, majorities of adults in Australia and Canada also said that after-hours access was difficult. Even in New Zealand, where the rate of difficulty was lowest, one-third of adults viewed after-hours access as difficult.
Telephone help lines provide a potential source for primary care access after hours. In the United Kingdom, NHS Direct operates a twenty-four-hour telephone nurse advice and information service. When respondents were asked about any use of such assistance in the past two years, help lines were used most frequently in Canada and the United Kingdom, followed by the United States. H e a l t h S y s t e m s Access concerns were also related to costs. As found in past surveys, the percentage of adults who went without care because of costs correlated closely with countries' insurance systems. With a system characterized by high uninsurance rates and cost sharing for the insured, U.S. adults were the most likely to say that they did not see a doctor when sick, did not get recommended tests or follow-up care, or went without prescription medications because of costs in the past year. New Zealand rates of not seeing a doctor rivaled U.S. rates and were significantly higher than rates in the other three countries. The United Kingdom and Canada stand out for having negligible cost-related access problems. Australia stands midway between the country extremes.
Lower-income adults' access to care was particularly sensitive to costs, with problems again the most acute in the United States. Among adults with incomes timely primary care access in both countries. The quality of ER care was of concern in all countries. Long waiting times (two hours or more) were common. ER waits appear to be a particular concern in Canada, but waits were also often long in the United Kingdom and United States. Lack of effective ER response to pain emerged as a shared concern across countries. Among those in pain when they went to the ER, at most half of adults in any country thought that the ER staff did everything they could to help control pain. Australian and U.K. ERs received the highest marks for pain relief, but even in these countries substantial shares of patients thought that the staff could have done more. In all countries, reports of follow-up care after ER visits indicate frequent gaps in continuity with primary care doctors. Among those with a usual care source and an ER visit, 28-36 percent said that their doctor did not seem informed or up-to-date about care received in the ER.
n Coordination. Improving coordination and continuity of care are key goals of primary care initiatives. Failure to coordinate care across sites of care or capture episodes of care in patients' medical histories can lead to medical errors, undermine quality and outcomes, increase duplication and other inefficiencies, and frustrate and overwhelm patients. The survey found coordination concerns in all five countries.
Seeing multiple doctors and other health professionals was the norm, with little variation by country (Exhibit 4). Among those with a recent doctor visit, one in four or more adults in each country reported a problem with coordination of care based on three indicators: Test results or medical records were not available at the time of a scheduled appointment; patients received duplicate tests or procedures; patients received conflicting information; or some combination. U.S. rates were significantly higher than at least three of the other four countries on each measure.
About two of five adults said that they take prescription drugs regularly, with the majority of these taking multiple medications. Among those taking prescription drugs regularly, failures by physicians to review medications were frequent, raising risks of drug interactions. High proportions also said that their doctor had not explained medication side effects. On these indicators, U.K. adults were significantly more likely to cite failures to review or explain side effects of medications, but rates were high in all countries.
Timely receipt and accuracy of lab and diagnostic results emerged as a coordination and safety risk. Among those with a recent test, 16-28 percent said that there was a time when they did not receive results or that results were not clearly explained. Rates of results delayed or not explained were significantly lower in Australia and higher in Canada than in the other countries.
Raising safety concerns, 8-15 percent of patients said that they were given incorrect test results (either false positive or negative) or had experienced delays in being notified about abnormal results. Test error rates were highest in Canada, New Zealand, and the United States. Also, as seen with the ER, continuity and coordination gaps with primary care also occurred after hospitalization. n Missed opportunities: doctor-patient communications and interactions. A key goal of efforts to improve performance and primary care is to make care more patient-centered. On this dimension, the study reveals missed opportunities to identify patients' preferences or concerns, to communicate well, or to engage patients in care decisions. Across countries, most adults rated their doctors positively, and the majority said that their doctor always listens carefully and explains things clearly (Exhibit 5). In each country, adults were much less positive about physicians' spending adequate time with them. New Zealand and Australia adults were the most positive on these measures, repeating patterns observed in earlier surveys. 11 On each of these measures, U.S. adults were significantly less likely to score their doctors highly and the most likely among the five countries to report concerns.
H e a l t h S y s t e m s
Asked to consider times when they needed care or treatment, the majority of patients in all countries except the United States think that their doctors always make goals and plans clear, with Australia and New Zealand being the most positive; one in five U.K. and U.S. adults responded negatively to this item.
Failure to engage patients in treatment or care plans was frequent in all countries. One-third to half of respondents said that their doctors sometimes, rarely, or never tell them about choices or involve them in care decisions. Survey findings further indicate failure to solicit questions from patients. In four of five countries, at least one in five adults reported a recent time when they left the doctor's office without getting important questions answered.
A significant share of adults in each country also reported a time when they did not follow their doctor's advice, with nonadherence rates highest in the United States. Repeating patterns observed in a survey of sicker adults, one of the leading reasons for nonadherence was disagreement with the recommendation. 12 In the United States and New Zealand, costs were also named as one of the top three reasons. Not taking medications as prescribed was the advice most commonly disregarded in all countries (data on nonadherence reasons or type are not shown).
n Preventive care and health promotion. A hallmark of high-quality primary care is an emphasis on preventive care, counseling, and awareness of patients' health concerns. Findings indicate shortfalls in promoting health in all five countries (Exhibit 6). On provisions of clinical preventive care, however, the United States tended to lead or rank high among countries. The survey reveals a failure to routinely make sure patients are up-to-date on recommended preventive care. In all countries the percentage of the elderly receiving a flu shot in the past year fell short of guidelines, with rates lowest in Canada and New Zealand.
Country guidelines vary for Pap test (cervical cancer screen) and mammograms for both frequency and age ranges. 13 To compare rates, we calculated the percentage of women meeting country-specific guidelines and also compared screening rates for an age range shared in common. On Pap tests, U.S. women were the most likely and Australian women the least likely to be screened within guidelines. Mammography within guidelines varied more narrowly, with about three of four women reporting a screen within the recommended time period. Both measures indicate that sizable shares of women are not being screened as recommended. Comparing frequency rates for a fixed age range shows wider variation across countries on both measures. Within the 25-64 (Pap test) and 50-64 (mammogram) age ranges, rates for Pap tests and mammograms within the past two years were lowest in the United Kingdom and highest in the United States.
The study findings indicate an overall lack of emphasis on prevention. At least half of adults in each country said that their doctor does not send reminders, has not recently provided advice or counseling on weight or exercise, or has not asked if there were any emotional issues affecting their health. Lack of discussions on weight or exercise is particularly notable, given emerging epidemics of obesity and diabetes in the five countries. Physician outreach may also be particularly important for mental health. Studies indicate that primary care physicians frequently fail to detect depressive symptoms despite the fact that screening can improve care outcomes.
14 P r i m a r y C a r e The lack of patient-centered care extends to those with chronic illnesses. Despite studies indicating that self-management plans are a critical component to improving or maintaining health for people with a chronic illness, one-third or more of those with a chronic condition diagnosis said "no" when asked if their doctor had given them a plan to manage their care at home. 15 n Provider choice, medical records, and e-mail access. Assuring that patients have a choice of providers has emerged as a policy priority in the five countries to varying degrees. The study finds, however, that most adults are somewhat or very satisfied with their current amount of choice (Exhibit 7).
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Respondents reported varying access to their medical records, ranging from a low of 28 percent in the United Kingdom to a high of 51 percent in the United States. There appears to be broad interest in spreading this access.
Interest in e-mail communication with physicians exists but appears less widespread than the desire for access to medical records. Among those with Internet access but without e-mail access to doctors, less than half in any country wanted 
Discussion And Policy Implications
Primary care is fundamental to a high-performance health care system and plays an important role in health care quality, costs, and outcomes. As the entry point and the setting where the general public is most likely to experience the health care system, primary care also influences public confidence in the system. In all five countries, the study found shortfalls in delivering safe, effective, patient-centered, timely, efficient, and equitable care, although performance varies among countries. For patients, deficits in accessibility, continuity, and coordination add up to poor quality-of-care experiences. The findings indicate opportunities to take policy action and to learn from countries' initiatives.
While most of the attention on safety has focused to date on hospitals, adults' experiences in primary care settings indicate a further set of challenges. Lab and test error rates and delays were notably high, given that this was a random survey of adults rather than a subset of sicker patients. These reports signal a need to improve test information flow and systems to lower error rates. The risk of medication errors, drug interactions, or complications in ambulatory settings also appears high, given the substantial share of adults reporting that their doctors failed to review medications or alert them to potential side effects.
n Widespread deficiencies. The study found deficiencies in delivery of effective care as measured by widespread failure to give patients plans to manage chronic conditions at home and gaps in receipt of recommended preventive tests. The fact that the United States performed relatively well on clinical preventive measures suggests that policy leadership, clear guidelines, and market pressures could make a difference. For the past decade, the Health Plan Employer Data and Information Set (HEDIS), a U.S. private-sector quality initiative, has targeted clinical preventive care as a core indicator, pressuring health plans to measure and improve outcomes. 16 This pressure, in combination with national policies, likely contributed to high U.S. screening rates. Yet in the United States as well as other countries, only a minority of patients report having had discussions with their physicians about emotional health, despite recommendations by the U.S. Preventive Services Task Force that primary care clinicians ask a few simple questions to screen for depression. Moving from policy to action and accountability in this area could make a difference.
Deficiencies in patient-centered care cut across countries, based on patients' reports of widespread failure to involve them in treatment decisions and to make goals clear or answer their questions. These communication failures potentially undermine care and contribute to lack of adherence to medical advice.
Access to care is central to a high-performing care system and efforts to redesign primary care. The marked variations in timely access to physicians and variations in ER use point to gaps in each country but also signal the potential to do better. The high rates of same-day access in Australia and New Zealand show that it is possible to design systems to enable rapid response. The fact that these countries also had lower ER use rates and shorter ER waiting times suggests that more timely access to primary care could help ease demands on ERs and improve the continuity of care. Opportunities thus exist for cross-national learning. 17 The study underscores the extent to which patient cost sharing for primary care can undermine accessibility, deter patients from getting recommended care, and contribute to inequities. Access barriers were particularly acute in the United States, where uninsurance rates are high and insured patients face growing cost sharing. U.S. income disparities persist across primary care and quality dimensions and disproportionately affect racial and ethnic minorities. 18 Adults' experiences indicate that failure to coordinate care can lead to inefficiencies as measured by delays in care, duplication, lack of information flow, conflicting advice, or wasted time. Coordination failures also undermine effective care, especially when information fails to move from the hospital, ER, or diagnostic sites to where patients see their regular doctors.
n Poor U.S. performance. Across multiple dimensions of care, the United States stands out for its relatively poor performance. With the exception of preventive measures, the U.S. primary care system ranked either last or significantly lower than the leaders on almost all dimensions of patient-centered care: access, coordination, and physician-patient experiences. These findings stand in stark contrast to U.S. spending rates that outstrip those of the rest of the world. The performance in other countries indicates that it is possible to do better. However, moving to a higher-performing health care system is likely to require system redesign and innovative policies. 19 n Policy implications. A number of tools are available to policy leaders in the five countries we studied as they seek to improve primary care. These countries differ in the extent to which they are pursuing these strategies, offering rich opportunities to inform policy cross-nationally.
Redesign efforts include innovative payment systems that reward high-quality performance and team-based approaches to care. For example, New Zealand's new Primary Health Organizations, an interdisciplinary model of care for an enrolled population, are based on a population needs-based funding formula, with a focus on increased payments to care for Maori, Pacific Islander; and other lowincome, disadvantaged populations. 20 A new incentive-based contract for GPs in the United Kingdom explicitly rewards achieving quality targets. 21 Countries are also looking to learning collaboratives to redesign care. The United Kingdom has an extensive primary care collaborative network to expand same-day access and improve outcomes for chronic conditions. 22 ER collaboratives in Australia are under way to improve pain control and reduce waiting times. Australia's comparatively positive reports on ER waits and pain relief suggest that this collaborative may offer insights for other countries. Policy efforts to improve after-hours coverage could at once respond to patients' concerns, ease ER stress, and improve links to primary providers. National initiatives offer multiple examples. Australia has implemented several after-hours primary care demonstration projects and recently announced plans to facilitate after-hours GP clinics colocated with emergency departments. 24 Canada recently instituted a Primary Health Care Transition Fund to encourage models of roundthe-clock, team-based care, which are integrated across services and settings and are focused on health promotion and management of chronic disease. 25 The United Kingdom has set up a twenty-four-hour nurse-staffed hotline and NHS Walk-In Centres to improve after-hours care. 26 In addition to countries in this study, Denmark has developed evening clinics and physician telephone-triage systems to make care more accessible during off hours. 27 A key policy lever is lowering cost barriers to make preventive and primary care more accessible. New Zealand is reducing cost sharing for low-income, child, elderly, and minority populations as part of its primary care initiative, with an endpoint of universal low-cost access for all. In contrast, in the United States, policy pushes toward plans with high front-end deductibles could exacerbate access disparities. 28 Affordability concerns likely contribute to the mixed U.S. performance on a range of quality indicators. 29 Insurance systems could also encourage continuity with physicians over time. This is a particular challenge in the United States, given the short-term nature of physician-patient relationships reported in our survey. Yet past studies indicate that these frequent changes in the United States are less a matter of patient choice than of switching because of plan changes or network instability. 30 Efforts to improve insurance stability as well as coverage could improve continuity. The challenge for the United States is how to redirect the system's market and competitive orientation to encourage continuity and more patient-centered care. 31 Perhaps the most powerful health care policy tool that countries are pursuing is investment in information technology (IT). 32 Electronic medical records and electronic prescribing systems can reduce medical errors, remind patients and physicians about preventive and follow-up care, and facilitate the sharing of integrated records and information across sites of care. The United Kingdom has made a major investment in moving to an integrated uniform information system encompassing both primary and acute care. 33 n Challenges ahead. Wide variations observed among the five countries surveyed suggest that individual countries' policies make a difference. Although it is beyond the limits of this study to attribute performance to particular policy initiatives, promising initiatives under way in each country warrant further study and 
